Editorial Brief BOXING Boxing has been a well recognized human interest and activity for at least 3,000 years. The battered features of the boxer were as well known to the ancient Greeks as they are to us, and may be found depicted on vases and statues from that era, as may the equipment of the boxer. The Greeks bound their knuckles with thongs of leather, soft or sharp according to the fashion of the time. The Romans added metal spikes and other similar mutilating devices, and it is therefore fortunate that boxing fell into oblivion for many centuries, until its revival in England and America in the last 200 years. For years, it took the form of prolonged, bare-knuckle bouts, until more civilized standards were imposed. The last bare-knuckle championship in America ,took place in 1889, when Sullivan knocked out Kilrain after 2) hours in the 75th round (Unterharnscheidt, 1970) . It is interesting to note that Oscar Wilde's "screaming scarlet Marquis," the Marquis of Queensberry, one of the most uncontrollably violent men of his day who once pursued the Prime Minister with a dog whip, played a major part in the civilizing of boxing and in the introduction of the rules which bear his name.
There is a growing body of opinion in favour of the complete abolition of professional boxing, not only because of the incidence of injuries, but also because of the allegedly brutalizing effect of this so-called sport on its participants, its camp followers, and its spectators. It must be admitted that the crowd at a professional bout, roaring encouragement to two blood bespattered heavy-weights endeavouring to batter each other into insensibility, is as close to the Roman crowd at a gladiatorial contest as we can get today. However, we probably have no specifically psychiatric opinion to offer on this aspect of boxing which could not be contributed by any other intelligent and well-informed section of the community.
As medical practitioners, however, we can and should concern ourselves with the injuries, sometimes leading to death, which boxers suffer in the course of their profession. Injuries to face and jaws, eyes, nose, ears and kidneys are well recognized, but it is injury to the brain which directly concerns us as psychiatrists. Let us bear in mind that, while similar injuries can and do occur in other sports, these are more or less accidental, whereas "in boxing the aim and objectexplicit or impliedis to render the opponent hors de combat". (Critchley,
1957).
A s Critchley (1957) has pointed out, there is a variety of knock-out blowsthe "solar plexus knock-out", the "heart knock-out':, the '.'carotid sinus knock-out", and so on. The variety with which we are concerned results from direct violence to the head, produced by a blow with the fist, and often complicated by a second severe blow when the head hits the floor. The duration of unconsciousness following such a blow is usually quite brief, but longer periods of unconsciousness are known, and in a small minority of cases death may ensure without recovery of consciousness. (Paul, 1957) . The period of amnesia associated with the "knock-out" is also variable. Once again, it is usually brief, but can be much longer. Gene Tunney's famous amnesia of 48 hours seems to be well known both to followers of boxing and to those who have not the slightest interest in the sport. Unterharnscheidt (1970) points out that all varieties of intracranial haemorrhage which can result from blows to the head have been found in boxers.
The first description of the punch drunk syndrome, a clinical entity resulting from oft-repeated blows to the head, is usually ascribed to H. S. Martland in 1928, and many cases have been reported since. Critchley (1957), for example, reported that he had collected a series of 69 cases of chronic neurological diseases in boxers, the great majority of whom could be regarded as examples of the punch drunk state, which seems a more suitable descriptive label than his suggested alternative, "chronic progressive traumatic encephalopathy of boxers". The victims of this syndrome are usually the second-or third-rate performers, and are professionals rather than amateurs. Critchley notes that there is a correlation between the degree of cranio-facial marking and the severity of the punch drunk syndrome. The characteristic features of the syndromegradually progressive dementia with emotional lability, slowness of speech and thought, memory defects, mask-like face, slurred speech, infrequency and slowness of movement, tremor of arms and handare, or should be, familiar to every psychiatrist. Mawdsley and Ferguson (1963) reported a further series, and noted that epilepsy may also occur. On investigation, they found cerebral and cerebellar atrophy on pneumoencephalography, and also that cavum septum pellucidi was common.
Evidence of brain damage has been demonstrated by means of the E.E.G. in cases where gross damage was not discernible clinically. Kaplan and Browder (19541, in a study which left some things to be desired, studied 1,400 E.E.G.s from 1,043 boxers. Their study did not permit many detailed conclusions, but it was clear from their observations that disorganized E.E.G.s came from poor ring performers, i.e., those most likely to receive blows to the head. Pampus and Grote (1956) studied 190 active and 17 retired boxers. E.E.G.s were taken before, immediately after, and days after bouts. Abnormal trainings were found in 41 per cent of cases, and the incidence of abnormal E.E.G.s increased with each successive fight. Boxers who had been knocked out had more E.E.G. abnormalities than those who had not. Nesarajah et al. (1961.) v * found an incidence of E E.G. abnormalities of 60 per cent in boxers, many of them amateurs, even though only 34 per cent had a history of having been knocked out.
In the light of this evidence, it is clear that a move for the abolition of professional boxing need no longer be based on emotion or on individual or group preconceptions. There is a case for abolition as a matter of psychiatric primary prevention.
EDITORIAL ANNOTATIONS I

SOME OBSERVATIONS ON THE EPIDEMIOLOGY OF MENTAL RETARDATION
To speak of mental retardation is to speak in relative terms. The ineptitude of the identified mental retardate may be minimal, and, while always of consequence to the individual and to his family's expectations of him, may not present any major burden of care on the social and medical services of the community; o r it may be maximal, where the extent of handicap may call for the intervention of the skills and facilities of community and hospital services.
To speak of mental retardation is also to speak in social terms. The mentally retarded individual is, and is perceived to be, socially incompetent. These models suggest that the study of the variables that affect the establishment of norms for social competence, or that determine the impact on a community of those who by their ineptitude deviate from these norms. is of primary importance in revealing the nature of the processes that distinguish the mental retardate from his fellows in society.
The first methodological requirement in the study of the influences of the environment on patterns of disease morbidity is that clear-cut definition of criteria for identifying the disease entity must be employed. Mental retardation comprises a morbidity group. Social incompetence is certainly an index of its Occurrence and of its severity in given settings. but we must be cautious in studying the phenomena of mental retardation as fundamentally social or cultural, because this would be to embark on specific inquiry into what is really a generalized nosological concept which includes heterogeneous material. Clinical codification and advances in research, particularly in metabolic, biochemical and genetical fields, have revealed a multiplicity of nonenvironmentally influenced pathological processes that are linked only by their effect in common of producing failure in normal brain development. Multifactorial processes make up the syndromes of mental retardation. Thus, from whatever aspect inquiries are directed, it must be held that mental retardation is really only a term which describes collectively the many disorders that carry the consequence of failure of normal brain development.
Numbers of people falling into different categories form the data of epidemiology. Epidemiology is the science which studies the "mass phenomena of disease" (Greenwood, I935) , by determining the distribution of conditions or diseases, and the factors which determine these distributions (Lilienfeld, 1957) . That is, it is "the study of the distributions and determinants of diseasc prevalence in man" (MacMahon ef al., 1960) . The analysis which epidemiology makes of these findings results in a "medical ecology" (Gordon, 1952)'. There are two principal purposes of epidemiological studies in psychiatry. The first is operational, to estimate needs and evaluate treatment services. Its importance for mental retardation is obvious. The second is aetiological, to explore the determinants of psychiatric morbidity. The first provides the necessary information for those responsible both for planning and for executing psychiatric care programmes. The second. equally important, seeks for cause. It seeks to provide information that will enable prevention and treatment of psychiatric conditions to become more rational and less empirical.
Epidemiological studies on mental retardation among populations are relatively few. Most have been carried out for one or more of threc reasons: to examine patterns of morbidity and the factors that influence these; to gain operational data relevant to existing practice, needs and planning of services; and to provide a data bank for mounting clinical, genetical. social or biochemical st udies on this diagnostic sub-group of the population. In this way, epidemiology makes a contribution to what Gruenberg ( 1966) has referred to as "community diagnosis". The purpose of such studies of the cases of mental retardation in the community is that they shall yield properly and in sequence a variety of important. quantitative information. This is where the value of epidemiological studies in mental retardation can be seen. First, the inquiry will provide an estimate of the size, the nature and thc location of the community's problems as far as mental retardation is concerned. Second, it will identify the component parts of the problem. Third, it will locate populations within the total community who are at special risk of being affected. And fourth, it will point to and identify the opportunities for preventive work. the needs for treatment and the requirements for the provision of special services. In this way, the nature of the community's health problems in mental retardation is approached "diagnostically" by the epidemiological method.
One of the first epidemiological studies in the field of mental retardation was carried out by E. 0. Lewis
